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oe health is defined as the art and science of preventing disease, pro- 
longing life, and promoting physical and mental health. 

When diphtheria, typhoid fever, tuberculosis and enteritis were the chief 
causes of death, all our efforts were directed toward the control of these diseases. 
The methods used at first were crude and ineffectual, with smallpox vaccination 
the one notable exception. Later, due to the contributions of bacteriology, 
environmental sanitation, specific preventive measures and health education, these 
diseases were gradually brought under control, losing the importance they once 
held as causes of illness and death. Disease-prevention programs have replaced 
the older disease-control methods. 

Health and longevity have ceased to be ends in themselves and thave become 
means to service, satisfaction and happiness. 

We are now faced with the remaining problem included in the definition— 
the promotion of physical and mental health. Living well is, therefore, our 
objective, and living well requires not only good sanitation and hygiene, but 
peace and prosperity—peace and tranquillity of mind for the individual, as 
well as peace in and between communities. 

The hygienes, nutrition and geriatrics are among the subjects demanding 
our attention. Some work has already been done but in order that we may 
continue to make progress in these new fields, it now becomes necessary to add 
new machinery to that already in operation, The accent will be on health 
education, but on a more extensive and intensive scale than ever before attempted. 
Health education in the subjects just mentioned does not lend itself to either 
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compulsion or mass propaganda. The care and feeding of the child, his conduct 
throughout life, and what his health will be after fifty, are all very personal 
affairs and involve changes, sometimes radical changes, in modes of living. 
Health teaching must therefore be a personal matter, social in concept but indi- 
vidual in application. 

The most effective educational work will be done in the home, and the 
family physician, medical officer of health, public health nurse and welfare worker 
will be the central figures in this new strategy. 

A new relationship between preventive and therapeutic medicine has already 
been established ; and the old artificial distinction between prevention as a func- 
tion of the state, and cure as that of the private physician, is rapidly disappearing. 
The private physician may now assume his rightful position of responsibility in 
the new organization for health promotion. This is true under our present system 
of the practice of medicine as it would be under any system that might succeed 
or modify the existing one. : 

In all probability, our greatest challenge will be in the sphere of mental 
hygiene, a subject almost equivalent in its magnitude to the entire field of public 
health as we now know it—and perhaps the more important. I refer not to the 
cases of true mental disease—the psychoses and feeblemindedness, as great a 
problem as these are—but to the less obvious deviations from what we consider 
mental normality. Our greatest task will be the alleviation and prevention of 
the innumerable minor mental maladjustments—the fears, superstitions, preju- 
dices, complexes and inhibitions, classified under the general heading of maladap- 


tations to environment, which reduce our efficiency and influence our behaviour 
day by day, keeping us out of harmony with even ourselves. 

Our first step in any serious approach to mental hygiene should be toward an 
examination of what we know as environment because the individual is fast 


becoming a slave to it, notwithstanding the fact that environment or society 
sprang from a desire of individuals to be mutually helpful. We have, for some 
time, been looking upon maladjustment to environment as a reflection upon the 
individual although we know that the environment assumes control of the indi- 
vidual at birth a: 1 should be regarded as chiefly responsible for his conduct 
throughout life. 

Is not individualism a human attribute, and if so, should we not, therefore, 
strive for an environment in which an individual may dwell and serve his fellow 
men, with a minimum of adjustments? The human is an adjustable animal, but 
are we not today reaping the harvest of our attempts to force children to conform 
tu a pattern of conduct that is always unreasonable and frequently cruel? 

What might we expect from a more tolerant, a more enlightened and a 
less oppressive environment? ‘The question brings to mind the four levels of 
conduct through each of which every individual must pass before he can attain 
the next higher stage. The first two have to do with instinctive or very early 
acquired behaviour; the third, in which conduct is controlled mainly by the 
anticipation of social blame or praise; and the fourth and highest level, in which 
conduct is regulated by an ideal that enables a man to act in a way that seems to 
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him right regardless of the blame or praise of his immediate social environment. 

If these stages indicate our natural development from infancy to social 
maturity, it would appear that the majority of mankind never progress beyond 
the second level where conduct is modified only by the influence of rewards and 
punishments. Some arrive at the third level, but very few attain the highest 
plane because it is almost beyond reach under our present social standards. 

The attainment of this high ideal is possible, however, if the environment 
can be restored to the position for which it has created, that of helping the 
individual. The uncompromising demand to conform will not do. One writer 
describes the correct aim as the “moulding of the driving forces of the child's 
personality to forms that are acceptable when judged by cultural standards.” 

The work in the home will fall to the family physician and those official 
and voluntary agencies who now have access to the home. At school age, the 
teachers will enter the picture, and they will have had special training in psycho- 
logical processes and methods. There must be integration of effort in all fields 
of study and among the teachers in those fields. To improve the individual in 
this generation is to improve the environment in the next, and with sustained 
effort the third generation will be still better. In the process, the other hygienes, 
nutrition and geriatrics, will have solved themselves, partially at least, because of 
an enlightened community and a friendly environment. 

The result will be intelligent, adaptive and reliable children, emotionally 
stable, who will grow into manhood and live at the full height of their stature 
in harmony with themselves and with the world. 
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oe ultimate objective of public health should be to bring to everyone an 

equal opportunity to attain physical and mental health regardless ot 
nationality, race, or economic status. The first target should be the eradication 
of preventable diseases. ‘These must be attacked at their sources. National and 
local health services must be developed, accompanied by an _ educational 
process to secure the necessary participation of the people. The central theme 
of this symposium is the part which an international health body can take in 
reaching this goal. 

One of the principal objectives of the United Nations, as expressed in Article 
55 of the Charter, is the solution of international health problems. Further legal 
authority for inter: .tional action is given in the Rome Arrangement establishing 
the International Office of Public Health, in the various sanitary conventions, 
in the Agreement establishing the United Nations Relief and Rehabilitation 
Administration and, for the American Republics, in the Pan American Sanitary 
Code. In order that an international health organization can be set up which will 
function effectively, it is necessary to have a new international agreement out- 
lining the objectives of international health work in detail and establishing the 
necessary administrative machinery for global action. 

This task has been assigned to a Health Conference of the United Nations 
which will commence work in New York on June 19th. A draft proposal for 
a new international health organization, for consideration by the June Conference, 
was prepared recently in Paris by a group of experts appointed by the Economic 
and Social Council. This proposal has been submitted to governments and to 
the Council. There should be in every country general discussion of this impor- 
tant subject, especially by such bodies as the Canadian Public Health Association. 
Such discussion will elicit new points of view and secure the necessary interest 
and support of public health workers. 


A LIBERAL INTERPRETATION OF INTERNATIONAL PROBLEMS IS NECESSARY 


In the past only a limited number of health problems have been regarded 
1s “international.” These are recognized in the sanitary conventions which are 
designed to prevent the spread by maritime or aerial commerce of cholera, 
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dengue, plague, smallpox, louse-borne typhus and yellow fever. Assistance to 
nations in the event of great epidemics or other disasters is an obvious inter- 
national responsibility. Protection from pollution of streams flowing across 
national boundaries is another example. Establishment of standards of potency 
and safety for drugs and biological products is almost a necessity for international 
trade. Research in anthropology, clinical medicine, epidemiology, nutrition, and 
ether branches of medical science may demand the making of observations in 
inany parts of the world and thus can best be promoted by an international body. 

There are other health problems, however, which are less obviously inter- 
national and which in fact would probably be classed as strictly national from the 
legal point of view. Nevertheless, many of these have grave international impli- 
cations. These include a high rate of prevalence of such endemic diseases as 
malaria and tuberculosis, of malnutrition and deficiency diseases, or the occur- 
rence of disability and premature death from lack of adequate medical services and 
tacilities. 

These latter conditions claim international interest primarily on humani- 
tarian and economic grounds although there are cases in which so much social 
unrest may ensue as actually to threaten the peace. 

A word may be said on the economic aspects. It is often stated that poverty 
causes diseases and vice versa. The two become associated in a vicious circle, 
and it may be impossible to determine precedence. There are, however, numerous 
examples which might be cited in which a population has been so dragged down 
by malaria as to become an economic liability to the area and even to the world. 
Application of modern methods of public health would raise these populations to 
the self-supporting level at relatively low cost in many instances. 

Leaving the definition of the problems, we may pass to the methods by 
which an international organization can promote their solution as envisaged by 
the United Nations Charter. The solution even of those health problems created 
by international commerce is a matter ultimately for each nation. The rules 
which have been drawn up so laboriously and which have demanded so much of 
the time and energy of international health organizations are but a secondary 
line of defence. The necessity for these regulations today is an admission of the 
tailure of nations to attack successfully these diseases within their own borders. 

The immediate task of the United Nations, therefore, is to promote the 
establishment of a ‘health organization of such calibre that national health agencies 
will seek its services. This means provision of staff and resources adequate to 
assist such agencies in a variety of problems and also to conduct many collateral 
and subsidiary activities. These latter might include fellowship and other 
iraining programs, the maintenance of a central information service, the estab- 
lishment of technical commissions, etc. In addition it should be empowered to 
carry on research, to draft international sanitary conventions and to execute their 
provisions, to provide medical services for special groups such as stateless persons 
or inhabitants of trust territories, and to perform such other duties as the organi- 
zation may deem proper or which may be requested by the United Nations. 
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THE ORGANIZATION SHOULD BE A SPECIALIZED AGENCY 


In deciding upon the type of organization likely to be most effective, it is 
well to take into account the experience of the League of Nations. In the 
Covenant of the League, health was included in its sphere of activities (Article 
23). Asa result, a Health Organization was set up which did excellent work, 
considering its limited budget—so limited in fact that supplementation by a 
private foundation was necessary. It supported an epidemiological intelligence 
service, undertook research, and established international standards for certain 
sera, drugs and hormones. Some assistance was given to countries in emer- 
gencies, and efforts were made to strengthen a few national health departments, 
notably those of China and Greece. Appointments to the Organization required 
the approval of the Secretary General of the League, who also exercised a con- 
siderable degree of control over the budget. 

The Charter of the United Nations is in general much more specific and 
detailed than the Covenant, especially in social and economic matters. As 
regards health, the General Assembly is made responsible for the initiation of 
studies and making of recommendations for promoting international co-operation 
in the health field (Article 13) and, as was mentioned at the outset, one of the 
principal functions in the field of social and economic co-operation is the pro- 
motion of solution of international health problems (Article 55). 

With full knowledge of the excellence of the work of the Health Organi- 
zation of the League, but doubtless also with full appreciation of the limitations 
under which the Organization worked, the framers of the United Nations Charter 
came to the conclusion that it was desirable to establish the new health organi- 
zation as a specialized agency. Doubtless, also, they were influenced by the 
fact that the organization would be engaged in operations for which the legal 
authority of the Charter might not be sufficient and for which an additional inter- 
governmental agreement would be required. The concept of a specialized agency 
for health is expressed in Article 57 of the Charter: 

“1. The various specialized agencies, established by intergovernmental 
agreement and having wide international responsibilities, as defined in their 
basic instruments, in economic, social, cultural, educational, health, and related 
fields, shall be brought into relationship with the United Nations in accordance 
with the provision of Article 63. 

“2. Such agencies thus brought into relationship with the United Nations 
are hereinafter referred to as specialized agencies.” 

The Preparatory Committee of the United Nations assumed that health is 
a subject which will fall within the responsibility of a specialized agency related 
by agreement to the United Nations, and this view appears now to be generally 
accepted. As a specialized autonomous agency, the health organization will be 
removed as far as is possible from political considerations. 


A SINGLE WorLD ORGANIZATION 18 NECESSARY 


There should be a single world health organization. When the Health 
Organization of the League was established, it was hoped that the Office Inter- 
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national d’Hygiéne Publique, which was established under the Rome Agreement 
of 1907 to perform duties under the various sanitary conventions, would be 
brought under the League. This was not effected primarily because the League 
‘did not attain uriiversal membership. The functions of the Office should be taken 
over by the new health organization. Similarly, the work of the Health Organi- 
zation of the League which will shortly be transferred to.the Economic and 
Social Council should be taken over by the new organization. Also, when 
U.N.R.R.A. terminates, its responsibilities in the field of health should likewise 
be assumed. 

It will be necessary for the health organization to establish regional offices. 
The Pan American Sanitary Bureau is the only regional health organization now 
in operation. The work of this Bureau should be effectively integrated into the 
world system. 

RELATIONSHIP TO THE UNITED NATIONS 


The new health organization will of necessity have a close relationship to 
the Assembly of the United Nations, because of the provisions of Article 13 
which have been cited and the budget relationship required by Article 17 which 
will be mentioned later. It may have problems which have to be decided by 
the World Court, although health officers have learned by hard experience that 
it usually pays to settle out of court. It may be called upon by the Trusteeship 
Council to provide health services for groups under control of the Council. 
The recommendations of the United Nations regarding the items which should 
be considered in drawing up agreements between the United Nations and special- 
ized agencies appear for the most part to be very advantageous to a health 
organization. These include common fiscal services and personnel arrangements, 
privileges and immunities, central statistical services and others. 

The primary point of contact with the United Nations, however, will be 
the Economic and Social Council. This Council will set up a Co-ordination 
Commission which will endeavor to prevent overlapping in fields in which two 
or more agencies are interested. There have already been established a Nar- 
cotics Commission and a Statistical Commission, each of which has functions 
closely related to certain of those of the health organization. A Demographic 
Commission is proposed which presumably will carry out population studies 
fundamental to health work. The Food and Agriculture Organization is inter- 
ested in human nutrition. The International Labor Office is active in industrial 
hygiene and in certain other aspects of social medicine. Obviously, several 
joint committees will be necessary which will include in their membership repre- 
sentatives of the health organization and one or more of the other specialized 
organizations, as the various situations may require. The health organization 
should be represented on the Co-ordination Commission. 


THE STRUCTURE OF THE ORGANIZATION 


It is probably only at the outset that the charter of the health organization 
will be of great importance. Success will depend on the capacity of the chief 
executive and of his staff. There are, however, certain essential points which 
should be specifically mentioned in the charter. 
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1. The governing body of the organization should be composed of the lead- 
ing health administrators of the world. 

2. Advisory committees or commissions should be established in various 
technical fields as necessity arises. These committees should include the world’s 
greatest authorities, official and non-official. 


3. The organization should appoint its chief executive from among avail- 
able world leaders in the health field. In making this appointment nationality 
should be disregarded. The chief executive should appoint his staff, subject to 
regulations imposed upon him by the governing body. 
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ORGANIZATION OF THE UNITED NATIONS 
AS DEFINED IN THE CHARTER AND PROPOSED IN THE 
EXECUTIVE COMMITTEE 


4. The organization should be competent to vote its own budget, subject 
tu examination and recommendations by the General Assembly relative to the 
administrative portion as required by the provisions of Article 17 of the Charter 
of the United Nations. 


5. The organization should have authority to require reports from govern- 
ments on public health conditions and upon actions taken following recommen- 
dations of the organization. 


6. The organization should have authority to adopt international standards 


with respect to drugs and biologicals and to make technical changes in sanitary 
conventions. 
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THE PROGRAM 


The chief executive of the organization doubtless will set forth his pro- 
gram for the early years promptly after his appointment. Around this program 
he must build his staff; upon it he must base his budget. Lacking information 
concerning the responsibilities which may be thrown upon the organization, it 
is idle to speculate upon details. There are certain generalities, however, which 
can be discussed without appearing to offer gratuitous advice. 

As the organization grows in influence, invitations will be obtained from 
governments to advise or participate in their health work. In the early days 
it may be a perplexing problem to procure such invitations even when the needs 
are recognized by the national health departments concerned. The experience 
gained by certain agencies may prove of great value in this connection. Among 
voluntary agencies, The Rockefeller Foundation should be especially mentioned. 
This Foundation has for years been engaged in health enterprises in co-operation 
with governments in many parts of the world. In the official sphere, there 
are the International Office of Public Health, the Health Organization of the 
League, the United Nations Relief and Rehabilitation Administration, the Pan 
American Sanitary Bureau and the Institute of Inter-American Affairs. Also the 
experience of federal health agencies in relation to states and provinces, although 
not exactly parallel, should be of great value to the organization. 

The program of the new organization should be broader in scope than any 
previously conceived. It must be devoted to the improvement of health services, 
curative as well as preventive. There is very little use in talking in terms of 
epidemiology, or of the hygiene of maternity and infancy, to the government of 
a country which is in desperate need of physicians, nurses and other basic medical 
personnel. At the other extreme, there will be governments which will seek 
unbiased advice on health insurance and similar questions. 

At the same time, consideration should be given to certain specific objec- 
tives. Among the major infections, there are certain whose days should be 
numbered. Smallpox is the first of these; diphtheria probably the second, 
from the viewpoint of ease of practical accomplishment. Others are malaria, 
yellow fever, tuberculosis, gonorrhoea, and syphilis. Why not have a five or 
ten-year program for the elimination of any or all of these? And why not a 
simultaneous attack on certain deficiency diseases, especially rickets, beri-beri 
and pellagra? 

Nothing has been said of a phase which must be of interest to public health 
workers, namely, the place of voluntary international health associations in the 
pattern which is developing. There is wide appreciation of the accomplishments 
of many of these associations. Comparisons are not always helpful but it is 
probably true that imternational congresses of voluntary bodies have done as 
much as, if not more than official agencies to stimulate public health work 
throughout the world. It is hoped, therefore, that the new organization will 
facilitate the work of voluntary bodies and seek from them advice and assistance. 
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CONCLUSION 


The world needs an active international health organization, chiefly because 
such an organization and no other can stimulate and develop strong national 
health services. The tide of world opinion is now full in its support of this idea 
and must be taken at the flood. A specialized agency should be set up, free from 
political influence. Efforts should be made to attain universal membership, 
The charter of the organization should have as its basis a Health Bill of Rights— 
the right of everyone to an equal opportunity to get well and stay well. It is 


hoped that such a charter will be written at the United Nations’ Health Con- 
ference in June. 









INTERNATIONAL STATISTICAL NEEDS OF 
PUBLIC HEALTH 













HALBERT L. DUNN, M.D. 

Chief, Vital Statistics Division 
Bureau of the Census 

Washington, D.C 





eee returning from Japan brought with them to Seattle the worst 
epidemic of smallpox in years. Starvation in Europe takes the extra slice 
of bread off our dinner table. The health of all the nations of the world has be- 
come important to each of us because it affects us personally in our everyday life. 

It used to be that international health did not concern us particularly. The 
principal reasons it now does are that the distances of the world are steadily 
shrinking and at the same time the number of people in it are increasing. Japan, 
Brazil, Europe, and Iran—all are only a few hours away from us by air. One of 
my assistants is now in Japan, another in Brazil,-and I have personal friends 
working in both Europe and Iran. The airplane has reduced the perilous 


adventures of Marco Polo to an afternoon jaunt during which we take a nap 
and relax. 

















Likewise, we have become accustomed to think of a healthy national economy 
1s dependent on a growing population. We worry about the declining birth rate 
and give little thought to the underlying population phenomena of our age. 
Actually, the world is experiencing a tremendous expansion in its population, 
viewed on the time scale of man’s existence on the earth. Raymond Pearl was 
wont to describe it as “an epidemic of population growth.” 

Homo Heidelbergensis from the Mauer Sands of Central Europe existed 
some 500,000 years ago; Neanderthal man, 140,000 years ago. Gradually, over 
epochs of time, mankind has grown in numbers. By the middle of the sixteenth 
century, a span of 500,000 years, the world population had increased to approxi- 
mately 445 million people. In the last 300 years, the population of the world 
has increased in size between four and five fold—from 445 million persons to 
well over two billion persons. In less than one-thousandth of the known time of 
the existence of mankind, the population of the world has more than quadrupled 
in size. 

The primary force responsible for these effects has been the development 
of science. By means of science, potential abundance for the good life has been 
made possible to mankind. By means of it, the power which is now available has 
been increased a million fold. By means of it, the distances of the world have 
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been annihilated for sight and for sound, and have shrunk to trivial dimensions 
for the transportation of things and of people. 

Because of the shrinking distances of the world and the increasing density 
of world population, the future health agency of the world, now being created, 
must be a more powerful and effective organization than anything ever known in 
the past. It might well be that the world health organization of the future will 
have much the same relationship to the national health agencies as now exists 
between the federal health service and those of the Provinces or of the States. 

In order to consider the international statistical needs of public health and 
how these needs might be satisfied, it is necessary to visualize briefly the probable 
functions which will eventually be performed by the world health organization. 
In doing this, permit me to make it clear that I have no information as to the 
agreements which might emerge from the conference among the leaders in public 
health which is now being held in Paris. 

First of all, it seems obvious that international controls over the spread of 
epidemic disease must continue to be one of the principal functions of the inter- 
national health organization. New methods will be needed to supplement quar- 
antine regulations. In former days, a sail boat took weeks or months to go from 
harbor to harbor. Consequently, quarantine regulations did not seem too great 
a hardship when compared to the total time spent in voyage. Air traffic is quite 
another matter. The traveler is impatient of even the few safeguards now 
observed which usually take less than an hour to go through. Already, it has 
been necessary to substitute precautionary pre-trip physical examinations and 
post-voyage health follow-ups for the quarantine restrictions. To do this re- 
quires public health service stations and well-run local health department units 
with laboratory facilities. ‘Without such safeguards, there is danger of intro- 
ducing into local communities explosive epidemic diseases from abroad. 

Epidemic and contagious disease will never be effectively controlled simply 
by cutting the lines of communication of disease between countries. Sources 
of such disease must be sought out and eradicated. This must be done not only in 
civilized nations, or in those nations within the fold of the United Nations organ- 
ization, but also in all other nations throughout the world. It is an acknowledged 
fact that a successful war on epidemic and preventable disease can be waged only 
if facts are available to plan and to direct the campaigns intelligently. Such facts 
come from an efficient morbidity and mortality reporting system. Such statis- 
tical systems, therefore, must be created whenever and wherever they do not 
now exist. To promote them is the task of an international health statistical 
bureau. 

The control and standardization of drugs and biologicals on a world-wide 
basis are a recognized function of the international health agency. International 
control in these matters will doubtless be broadened and strengthened in the 
future far beyond the realm of narcotic drug control. 

Nutrition is also a world problem. At the present moment, with most of 
the world reaching hungry hands towards the bread-baskets of Canada and the 
United States, no subject is more to the front than that of nutrition. The world 
health organization must share its interest in the statistics of nutrition with the 
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United Nations Relief and Rehabilitation Administration, the International Labor 
Office and the Food and Agriculture Organization. However, it would seem to 
me that international health might have the major claim for supervision of this 
subject-matter field. 

Other international health needs for statistics shrink into relative insignifi- 
cance when compared with the demands for data which will ensue if the inter- 
national health organization wrestles with the far-reaching problems of supplying 
the peoples of the world with adequate medical and hospital care and with 
security from health hazards arising from the social and economic environment. 
Location of hospitals, facilities for diagnosis and treatment, a supply of well- 
trained physicians and nurses distributed so as to be easily accessible to the public, 
adequate housing, proper and assured employment, industrial hygiene, security 
against the risks of sickness and old age, and the prevention and cure of mental 
nialadjustment and breakdown will eventually, in my opinion, all become matters 
of deep concern to the international health organization. 

An international health program geared to social and economic needs will 
require a great variety and an abundance of statistical data if it is to be guided 
and controlled properly. In addition to data on morbidity and mortality it will 
need social and economic data. Employment, family and nutrition statistics and 
housing data must be shared with labor, relief and agricultural agencies. Control 
over the all-important population data might well be retained by the United 
Nations organization itself. 

The long and short of it is that many of the statistics which will be needed 
for the international health organization of the future are not likely to be under 
its direct control but under some other international agency. Consequently, it 
becomes a matter of vital interest to those interested in world health problems 
to see to it that the required statistics are provided for in a way that will be 
timely and useful. 

In all of these various functions to be performed by the international health 
organization, medical and health research is sure to continue to play a brilliant 
role in the future as it has in the past. Such research on an international level 
should be directed not only against the spread of disease between countries but 
also at the development of simple methods of education and treatment which 
better the health in backward or primitive countries, even though the health prob- 
lems dealt with are such as not to be internationally dangerous. The world will 
find that it pays in both money and human values to support medical research 
on an international scale. Such research will depend heavily upon adequate 
statistics in the backward countries quite as much as that carried on in the more 
highly developed nations of the world. 

I would like to devote my remaining time to telling you about a few first 
steps that are now being taken in the development of international statistical 
patterns which will directly affect the international health organization of the 
future. 

First, and perhaps the most important single achievement, is the beginning 
which has been made towards the development of an international combined 
morbidity-mortality statistical list. Everyone here probably is familiar with the 
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International List of Causes of Death. ‘This list was first adopted in 1900 and 
has since been revised each ten years—the last time being in Paris in the fall of 
1938. 

About a year ago, the State Department of the United States Government 
created a committee for the study of joint causes of death. This is a subcom- 
mittee of the Joint Committee appointed by the International Statistical Institute 
and the Health Organization of the League of Nations. 

Dr. Lowell J. Reed, professor of biostatistics and dean of the School of 
Hygiene and Public Health of the Johns Hopkins University, has been designated 
as chairman of the committee, with Dr. Selwyn D. Collins, United States Public 
Health Service, and myself as co-secretaries. 

There are four Canadian members on the committee: Mr. J. T. Marshall, 
chief, Vital Statistics Branch, Dominion Bureau of Statistics, Professor J. Wyllie, 
representing the Canadian Public Health Association, and Doctors J. C. Mea- 
kins and F. S. Burke. 

The United States Government was requested to appoint this committee by 
the last Conference for the Revision of the International List of Causes of Death, 
held in Paris in 1938. The objective of the committee is to obtain unity in the 
nethods involved in the selection of the main cause of death when two or more 
causes are mentioned on the death certificate. By collaborating with Canada and 
England the committee is also studying the various national lists of diseases now 
in use in the English-speaking countries. The 1938 Paris conference recom- 
mended this type of study to all nations in order to bring the national disease 
codes into line with the detailed International List of Causes of Death. 

Fine progress has been made in the last few months by the committee. At 
its first meeting held in December 1945, an interim subcommittee was appointed 
to draft a statistical classification for mortality and morbidity purposes. This 
interim subcommittee was composed of Dr. Percy Stocks and Dr. A. H. T. Robb- 
Smith of England, Dr. Yves Biraud of the League of Nations, Dr. W. Thurber 
Fales of the Baltimore Health Department, Dr. Selwyn D. Collins of the United 
States Public Health Service, Miss Winifred O’Brien of Canada, and Dr. I. M. 
Moriyama of the Bureau of the Census. It was my privilege to be chairman of 
this interim subcommittee, though I can claim no credit for its end product since 
1 was in South America during most of its sessions. This group worked from 
December 15, 1945 to February 1, 1946, and produced a first draft of a combined 
morbidity-mortality code. 

All members of the committee as a whole now agree that the provisional 
report of the interim subcommittee thas solved most of the technical problems and 
that it offers a basis for development of a united front by England, Canada and 
the United States. 

Much work still remains to be done. Within three to four months a list 2f 
principal inclusions will be developed for each rubric in this list. It will then be 
possible to test the classification in various types of situations and in various coun- 
tries. Nine months to a year from now the committee as a whole will meet once 
more and the list will be revised in light of the experience gained through its use. 
After this has been done, the statistical classification will be submitted to the 
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appropriate organization specified by the United Nations for world clearance 
of the code in 1948. 

In my opinion, the second most significant advance towards satisfying the 
needs of a world health program has been made here in Canada through the 
organization of your National Council of Vital Statistics. The importance of the 
Canadian National Index of Vital Records for social welfare purposes has become 
evident to all of you. What is not so clear, perhaps, is that this index not only 
represents a social invention of great usefulness to the Canadian public, but also 
a new pattern for a registration system—one which is under the control of health 
leadership and which is administered in such a way as to protect the rights of 
citizens. Moreover, the index is so designed that it will be possible to link sick- 
ness, birth, marriage, divorce and death statistics to many types of social infor- 
mation. For example, it will be possible to interpret tuberculosis findings in 
the light of how people live, the type of house they live in, the kind of job they 
have, and the income level they enjoy. Since a person's individual records are 
inked throughout life, it will also be possible to construct tuberculosis life tables 
describing how groups of patients in various stages of the disease respond to 
various types of therapy. 

It is difficult to visualize at this time all of the social and statistical advan- 
tages of this type of registration mechanism which has been created through the 
Canadian National Index of Vital Statistics. I anticipate that its pattern will be 
studied throughout the world as its success and social values are demonstrated. 

As a third and final statistical development important to international health 
interests, I would like to tell you of the “clearing house” mechanism for the col- 
lection of national, social and economic data needed internationally which is being 
advocated and developed by the Inter American Statistical Institute. 

This Institute is the only existing statistical organization hemisphere-wide in 
scope. Initiated by the American members of the International Statistical 
Institute, it is dedicated to the task of improving the statistical skills and methods 
in the nations of the Western Hemisphere, and especially to the strengthening 
and co-ordinating of the national statistical agencies which are responsible for 
collecting and compiling the data needed by government and business. The 
Canadian Government has been a member of the Institute since 1943. 

The Institute plans to create and maintain a “clearing house” for statistical 
data of the Americas needed internationally. In accomplishing this end it is 
urging the creation in each country of a national focal point for the exchange of 
statistical information and of knowledge concerning statistical methods and skills 
on an international basis. 

In recommending the creation of a national focal point, the Executive Com- 
mittee of the Institute is urging each of the American nations to: 

(a) Assume the primary responsibility of supplying to international organi- 
zations the national data needed for international purposes, whether 
published or unpublished, including critical notes of evaluation. 

(b) Participate actively in obtaining the adoption and carrying out within 
the nation of standards to obtain better international comparability of 
data. 
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(c) Constitute a centre of collection and documentation for the international 

statistics needed nationally. 

It seems obvious that the national focal point function, as a rule, can best 
be established in the agency which publishes the national yearbook of statistics. 
In most countries this is the national bureau of statistics. Presumably, this 
agency already has channels established inside the country with other national 
agencies to gather data for the national yearbook. Thus, whatever additional 
data are gathered or whatever improvements are made in the data, both the 
national agency and the national yearbook would benefit. In addition, data col- 
lection and annotation for international purposes needs professional skills and 
professional continuity. The national yearbook unit would seem to offer maxi- 
mum possibility in this respect. It is vital that the national focal point be staffed 
with technicians who are not subject to removal by political upheavals and that 
the posts provide pay sufficient to attract and retain, on a full-time basis, the best 
statistical talent available. This can be done only if adequate appropriations for 
the purpose are made. 

In general, both the request for national data for international purposes and 
the answer should be routed through the national focal point. If the situation 
calls for more direct collaboration between a particular national agency and an 
international organization, a copy of the data request and the answer should be 
filed in archives maintained by the national focal point. 

The duties and responsibilities of the national focal point would include the 
following : 

1. Handling, or arranging for the handling, of the bulk of the requests for 
national data needed internationally. This involves: (a) maintenance 
of a file of all international data requests and answers; (b) study of such 
requests and answers by competent technicians in the interest of develop- 
ing, over a period of time, a high level of administrative and technical 
quality in the services rendered. 

. Maintenance of current and complete files (adequately indexed) of the 
sources of statistical information existing within the country, so as to 
facilitate effective routing of international requests for data. 

. Arrangement for microfilm transmission of unpublished data needed 
internationally ; and for receipt of microfilm of international data needed 
nationally. 

. Periodic publication of a current index to all national source data, both 
published and unpublished. 

. Promotion of use within the country of internationally approved statisti- 
cal methodology ; arranging for technical national collaboration with inter- 
national agencies on statistical matters in the joint solution of statistical 
problems concerned with standards, classification, and other aspects of 
international comparability of statistics. 

. Creation of a national archives of international publications of a statistical 
nature. 

. Selection and distribution of international statistics needed by national 
agencies and organizations, including business and other interests which 
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are primarily non-statistical but which are nevertheless “consumers” of a 
variety of statistics. 

In this emerging international statistical picture, the Inter American 
Statistical Institute visualizes its own primary function as one of guidance and 
help in the creation of an efficient national focal point and in the development of 
national statistical skills. 

I have spent some time discussing these plans for a “clearing house” 
of international statistics, since it seems to be a practical proposal which, 
if developed throughout the world, will offer the international health organization 
its best chance to obtain the social and economic data it needs. 

In conclusion, I would like to point out that Canada has been a pioneer in 
two of these first steps which are being taken towards solving the statistical prob- 
iems which will face the international health organization of tomorrow. 
Canada has consistently advocated the adoption of a combined morbidity-mor- 
tality classification. It has designed a unique vital records registration system 
capable of linking vital statistics to social and economic statistical data. Canada 
is collaborating with the nations of the Western Hemisphere in the creation of an 
efficient “clearing house” for international statistics under the auspices of the 
Inter American Statistical Institute. 

This is a record of which you can feel justly proud. 
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Minister of National Health and Welfare, Canada 
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URING the last five years more has been done to promote the health and 

security of the Canadian people than in any previous period in the history 
of the country. In 1941 the consent of the Provinces was obtained to an amend- 
ment in the constitution in consequence of which the Federal Government intro- 
duced unemployment insurance. Nineteen hundred and forty-four saw the 
enactment of bills to provide for family allowances and to set up the Department 
of National Health and Welfare. Payment of family allowances began in July of 
the following year. Already results show that family allowances have been of 
great benefit to our children. 

These accomplishments in the federal sphere are to-day matters of record 
The Dominion’s proposals to the Provinces for a financial arrangement also 
included assistance to the Provinces desiring it in the provision ‘by stages of 
hospital, medical and nursing services for all the people, and an offer to pay 
half the cost of bringing down to 21 years, the age at which pensions would be 
paid to the blind, as well as providing for treatment in cases where blindness 
might be prevented or cured. The proposals included grants for general public 
health of 35 cents per caput, tuberculosis control which ultimately would amount 
to $4 million per annum, mental hygiene which would increase to $7 million per 
annum, and half a million dollars for venereal-disease control. The health pro- 
posals also included grants to the Provinces totalling over $600,000 to complete 
studies leading to the introduction of health insurance and more general health 
services, and an offer to lend money at or slightly above cost for hospital con- 
struction. Our proposals were substantially modified to meet the views of the 
Provinces. 

On the welfare side, the Dominion Government proposals included an offer 
to pay 85 per cent of unemployment insurance benefits to unemployed employ- 
ables, and to pay half the cost of pensions up to $30 a month for those needing 
them between the ages of 65 and 69. 'The Federal Government was prepared to 
introduce old-age pensions of $30 a month to everyone at the age of 70. The cost 
of these measures to the Federal Government would have been met in part by 
a social-security tax or other contribution to be decided upon, while the cost to 


the Provinces would be met as the Provinces participating decided, with indivi- 
duals paying a registration fee. 

Presented at the thirty-fourth annual meeting of the Canadian Public Health Association, 
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Failure to reach agreement at the conference has meant that we cannot begin 
to implement these proposals in the immediate future and consideration will have 
to be given to the whole situation. 

The work of the Department of National Health and Welfare has included 
the establishment of an Advertising and Labels Division to consolidate the acti- 
vities hitherto carried on in three different offices. This division has been 
working on a code to guide the Department and advertisers in the application 
of the law. 

A Division of Blindness Control has been set up to discharge the Federal 
Government’s responsibilities more effectively. A survey has been completed of 
all the blind people in Canada to classify the causes of blindness with a view to 
developing methods of prevention and treatment. 

The Civil Service Health Division has been established to carry out a 
health and welfare program for the civil service and other government employees. 

A Hospital Design Division has been set up to assist in the planning and 
design of Federal Government hospitals, and to be available for consultation in 
connection with the construction of various types of hospitals and other institu- 
tions. Up-to-date knowledge of hospital design and construction in other coun- 
tries, and model plans and specifications will in this way be made available in 
Canada. 

An important development during the year was the transfer of Indian health 
services to this department. Already we have made considerable progress in 
planning increased health services for ox 'ndians and Eskimos, for which, I am 
glad to say, we have secured a consideraule increase in this year’s estimates. 
With enlarged activities we hope to improve the health and living conditions of 
the Indians and Eskimos so as to enable them to improve their economic status. 

These developments have been made in response to widespread recognition 
that the health of the nation can be improved by organized effort. 
on health pay bigger dividends than any other investment. 

Simultaneously, great progress has been made in every Province. Last year 
Manitoba began to establish extensive health services as a major instalment in the 
introduction of health insurance. Saskatchewan provides health services to those 
in receipt of old-age pensions, mothers’ allowances and other welfare benefits. This 
year Saskatchewan and Alberta have enacted measures for the wider provision 
of hospital and health services. These additional services would have fitted into 
the Dominion proposals. In Ontario, British Columbia and, in fact, all the 
Provinces there have been marked advances. This activity at the government 
level has been accompanied by increased hospital construction and an unprece- 


dented activity in planning hospitals to be constructed when materials and labour 
decome more available. 


Expenditures 


During the year and a half that I have been in this job, I have met execu- 
tives or members of most of the voluntary organizations. As the honorary 
president of the Canadian Public Health Association, it is a matter of great pride 
to me to see the strides that you have made in extending your useful work. When 
we recall all that has been done in the field of public health—in sanitation, food 
‘nspection, mass medical x-ray and dental examinations and immunization—we 
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realize what immense strides have been made within our own lifetimes. What 
has been done with regard to smallpox points the way to what can be done with 
other diseases. The discovery of the new disease-quenching drugs, I am con- 
fident, is the forerunner of immense research developments which will enable 
us soon to cope with the virus diseases and before long with all the ills of man, 
except those of course which he makes for himself. 

Our knowledge has increased enormously. The full benefits of the know- 
ledge we have can only be extended to all the people by means of organized 
activity. The Canadian Public Health Association does a great service in extend- 
ing knowledge of public health and bringing home the recognition that to-day 
almost the only limit to what we can do is our willingness to work together. 

In addition to this association, there are the professional associations—The 
Canadian Medical Association, |’ Association des Médicins de Langue Francaise, 
tiie Canadian Dental Association, the Canadian Nurses Association and the Cana- 
dian Hospital Council. There are the associations which direct attention to 
health matters—the Health League of Canada, and those which relate to par- 
ticular conditions or diseases—the Canadian [Tuberculosis Association, the Cana- 
dian Cancer Society, the National Committee for Mental Hygiene, the Canadian 
National Institute for the Blind, the Canadian Rheumatic Diseases Association 
and other organizations. Then there are the Canadian Red Cross Society and 
the Victorian Order of Nurses, which do such fine work in their respective fields. 
On the welfare side, we have the Canadian Association of Social Workers, the 
Canadian Welfare Council, and organizations in every Province and most of 
the large cities. 

These organizations are more active, doing more work and better work 
than they have ever done. We are all fighting on the health front. Recently I 
have looked over the field, and I must say that while it is adequately covered there 
does not seem to be any substantial overlapping. In the organization of our 
department we have avoided, I think successfully, anything which might appear 
to compete in any sense with any of the provincial or municipal activities. We 
have not developed to the same extent as has been done in the United States 
Public Health Service. In the other federation, Australia, the Federal Govern- 
ment engages directly in health and welfare services. 

Illustrative of this co-operation has been the response to the enquiry we sent 
to many organizations to get their views and suggestions with regard to the 
proposed new international health organizations. We received material which 
was most useful to our representative on the technical preparatory committee. 

] am glad to say that we have enjoyed wonderful co-operation with all the 
organizations I have mentioned and with the provincial departments of health. 
The Dominion Council of Health has had a number of meetings at which infor- 
mation has been exchanged, and useful advice has been given to us. 

We are working together to help make Canada the healthiest nation 
in the world. We must work to see that the health services which are 
now available to some of the people in some of the places are, by one means or 
another, made available to all the people everywhere. That is the object. What 
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are the means? In this fight for health there are, as I have said before, five 
weapons. 

First there is the devoted work of the doctor, the nurse, the trained assistant. 
We haven’t enough of any of them to do the job as we would like to see it done, 
but training facilities and opportunities are being extended. McGill University 
has a new department of public health under Dr. R. P. Vivian, who has 
already made substantial contributions to the progress achieved in Ottawa. 
1 must also mention your president, Dr. C. W. MacMillan, who has 
become assistant professor. The Universities of Ottawa, Saskatchewan and 
British Columbia are instituting medical courses. The Canadian medical schools 
have been known all over the world for their high standards which we hope will 
be maintained. 

The second weapon in the fight for health is research, scientific work. Here 
progress is being made at a ‘headlong pace. Just think for a moment of how 
much has been added to our knowledge and equipment during the last twenty- 
five years! 

Third, I put the hospitals and other institutions, the physical equipment. 
No doubt you remember the passage from Dr. Shepherd’s report on conditions 
as he found them in the Montreal General Hospital no further back than 
seventy-five years ago: 

“The wards were small and rather untidy, the nurses were Sarah Gamps. Good creatures 
and motherly souls, some,—all uneducated. Many looked upon the wine (or brandy) when it 
was red . . . In those days, it was with the greatest difficulty patients could be induced to go 
into hospital. It was the popular belief that if they went they would never come out alive . . . 
No records were kept. The clinical thermometer had not come into use; the patients had to 
look after themselves; fresh air was not thought yecessary. Armies of rats disported them- 
selves about the wards . . . Instruments were looked after by a man who assisted in the operating 
room, and at post mortems in the dead-house. Nothing was known of sepsis or anti-sepsis. 


Surgeons operated with dirty instruments and septic hands and wore coats which had been for 
years baptized with the blood of victims.” 


The fourth weapon in the fight for health by government authorities at 
different levels of organization is the mobilization of our forces so that through 
co-operation we may do together the things that we cannot do separately. 

Fifth, and perhaps most important of all, is public support based on public 
knowledge—knowledge of what can be done to show the way, and knowledge of 
what has been done to encourage us to fresh endeavours. 

In these remarks I have only touched on some of the more striking develop- 
ments in Canada during the last five years. In all the other free countries there 
have been similar developments. In England the National Health Insurance 
Bill is even now before Parliament ; in Australia there have been wide extensions 
of social service ; in New Zealand the program started as far back as 1896 has been 
gradually extended ; in the United States last November President 'Truman put 
before Congress his great message on health, and Congressional Committees are 
studying measures to implement the presidential program in part at least. 

This great movement in every country is now being brought together in the 
proposed health section of the United Nations. A meeting will be held in June 
at New York to consider the report of the Technical Preparatory Committee 
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which met in Paris last month. It was long ago recognized that disease was no 
respecter of international frontiers. The Federal Government’s health activities 
began with quarantine regulations. To-day, with the aeroplane, rocket planes, 
atomic bombs and the possibilities of baateriological invasion, public health has 
become of even greater inportance than ever before. The conquest of space has 
steadily extended the area over which co-operation has become necessary for our 
survival. A hundred years ago the members of a community began to see that 
they had to co-operate to dispose of their sewage and have a supply of pure water. 
The extensions of commerce, improved transportation, greater knowledge and 
higher standards increased the area of co-operation with regard to the provision 
of pure food, the control of contagious diseases, the flow of narcotics and the 
movement of people. Two world wars, a world-wide depression and a world-wide 


epidemic of influenza should have brought it home to all of us that we must 
work together. 


Canada has been taking its proper share in this work, in the field of health 
as in all others. Let no one be discouraged by setbacks or disappointments. 
There is no doubt about the substantial progress man is making in the conquest 
of his environment. People in Canada and in South America and in Europe 
are challenged as they have never been before by the opportunities that 
lie ahead if we work together. If we don’t, we shall have only ourselves to blame 
for the failure and for the consequences which will inevitably follow. 
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“Q@YOCIAL Medicine” may be new as a subject, but it is not new as an interest. 

Its emergence as an entity is simply a recognition of an aspect of medicine 
that needs to be developed. It is a branch of medicine which concerns itself 
with the study of the social factors that influence the attainment and main- 
tenance of health. It is, therefore, of importance to all those who undertake 
the practice of medicine. 

May I remind you that the practice of medicine is defined as the science 
and art concerned with the cure, alleviation or prevention of disease, and with 
the restoration and preservation of health? 

The interest of this Association, public health, is one of the component 
parts of the practice of medicine. It is, moreover, a very important one. In 
my opinion, it is only through this service that a mass improvement in health 
can be attained. The basic program in public health is an old story. Com- 
municable disease control and sanitation are still the primary principles, but 
newer fields have been opened up. New ideas are being expressed. An 
augmented program is in the making. The measures taken in hygiene and 
preventive medicine for groups of people, as in communities, have been reason- 
ably successful. This service should be more generally available. Further 
advances are required. 

Programs of special interest to smaller groups within the community have 
shown the need for much more to be done by health education. A compre- 
hensive plan for the individual in personal hygiene and preventive medicine 
needs to be set up. The public health service cannot achieve this alone. It 
requires the assistance of the physician engaged in the practice of curative 
medicine, the family medical adviser. He is the one to give the necessary inter- 
pretation and guidance. It is through him that the individual can best be served. 

A closer co-ordination of effort between these two branches of medicine 
can achieve a great deal. This combination could undertake a program that 
would go far in bringing the benefits of medical science to the individual in his 
own community. This is particularly important. Medical science has made 
great strides. Curative medicine has, for the first time in history, reached the 
ascendancy over disease, but the methods of application of this progress have 
lagged behind. 









This is a matter of general concern. It is being emphasized in public 






discussion. A substantial number of people, because of their place of residence 
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or their economic status, are not obtaining these benefits. People everywhere 
are deeply concerned about sickness and its cost. Also, it is being recognized 
that health is not merely the absence of disease but is a condition of well-being. 
Well-being is a relative term. The degree of well-being of more of our people 
must be increased if we are to attain a fuller realization of a positive state of 
health. 

These things concern everyone. They are rightly a problem to be faced 
by society as a whole. They are social in nature. The problem demands solu- 
tion. It can only be solved by the full participation of those possessing special 
knowledge of the difficulties. In this, the medical profession has a most impor- 
tant part to play. 

Medical science has achieved great things. Curative procedures have 
developed from our study of the applied sciences of bacteriology, and pathology 
and its chemistry. These subjects have tended to dominate the practice of 
medicine. We have been concentrating upon what we could do for disease as 
an entity. Man, however, is not something set apart. He belongs to a family, 
or a group, or acommunity. His health is of concern, not only to himself but, 
because of its effect on those dependent upon or associated with him at work 
or in his own home, it is of interest to the community. The attainment of cure 
or alleviation of disease, the restoration or preservation of health, therefore, 
depend upon full consideration’s being given to the social factors involved. Our 
attention must be directed to problems of the community and their effect upon 
health. Community problems are social problems. We must, then, consider 


the additional knowledge that can be obtained from social science in the field of 
sociology. 


Many of our findings can be successfully applied by a program developed 
from a broader conception of social welfare. We have seen for some time a 
growing interest in social welfare that belies the traditional statement of man’s 
inhumanity to man. It began, as so many worth-while things have begun, 
through voluntary organization. It is now officially recognized as a respon- 


sibility of government, by means of legislation and the allocation of tax money 
for this service. 


Public welfare now stands on the same footing as public health. It is rela- 
tively new as a responsibility of government. Its true role is frequently mis- 
understood. Public welfare is not merely the doling out of charity under 
another name from the taxpayer’s pocket. It should be the means of attaining 
further advances in the progress of society as a whole. It can aid substantially 
in the program for man’s betterment, in which a positive state of health is of 
paramount importance. Public health is one particular aspect of a program 
undertaken for the benefit of the health of the public. The practice of curative 
medicine is another. And so, really, is social welfare. Each has a definite part 
to play. Each is dependent upon the other for the fullest development in its 
own field. All are dependent upon the provision of money, frequently from 
tax-collected funds. Social medicine undertakes the study of conditions in the 
fields of public health, social welfare, medical practice and medical economics. 
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There is nothing mysterious about the subject of medical economics except 
the failure of some otherwise well-informed people to understand that the prac- 
tice of medicine costs money, in fairly substantial amounts. Many people are, 
today, alive and reasonably well because of the advances of medical science which 
are justifiably costly in application.. The lowering of medical standards or a 
reduction of service because of the cost is poor medicine and bad economics. 
This cost is, however, frequently more than the pocket-book of the ordinary 
individual can meet without seriously affecting the family budget. Adequate 
medical care is sometimes foregone because of the economic barrier of cost. 
Health is more than something of individual concern. It is of community interest 
and should be a concern of the community as a whole. 

Recognition of this fact has led governments to embark upon medical care 
programs through legislation supported by tax-collected funds. We, in Canada, 
have been considering for some time what could be done on a national scale 
regarding medical economics. It would be well for us to give such proposals 
careful consideration. The reportedly unfortunate experience in New Zealand 
with a tax-based medical care program should be carefully avoided. This is 
particularly necessary in view of the expressed dissatisfaction with the service, 
which I have not seen contradicted. The very heavy drain on the Government 
Treasury for such services as have been rendered makes it obligatory that the 
whole principle of health insurance be re-examined. 


Medical economics cannot be considered as an isolated subject. The medical 
aspects must be thought of in relation to the entire economy of the local com- 
munity and of the state. The provision of vast sums of money for health from 
tax sources is one thing. Its provision in relation to the economy of the state is 
quite another. The wise provision of suitable sums and their careful expenditure 
in relation to value received should certainly be the objective. Adequate health 
services for a state cannot be obtained without some support from tax-collected 
funds. 


These services cannot be provided solely on a treasury-minded basis, namely, 
a cash surplus. Neither can we jeopardize the entire economy of a country by 
providing, for purposes of political expediency, an ineffectual program at great 
cost. 

I believe that the wise solution of this very difficult problem lies in the 
application of a principle of which we have accurate knowledge. I refer 
specifically to subsidy. By subsidy I mean the pre-determined utilization of 
money provided by Dominion and/or Provincial Governments through taxation 
to pay part of the cost of a clearly defined health program, the balance of the 
cost to be paid by local Government and/or the individual. 


The definition of the program is important. An.adequate health program 
can only be provided by the co-ordination of the services of public health, 
medical practice and social welfare. 


Public health and public welfare services are undertaken in the interests 
of the community or of the state. They are basic and fundamental; they should 
be recognized as such and paid for completely by taxes. 
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Medical attention, broadly speaking, in time of sickness is, however, partly 
an individual problem. Part, if not the whole, of this cost should be met by the 
individual receiving the service. The maintenance of an individual’s health 
cannot be achieved without his full co-operation. This co-operation depends 
upon the individual’s incentive to stay well or to recover from sickness as 
quickly as possible. 

A medical-care program in Canada, fully paid from tax money, would, in 
my opinion, tend to destroy this incentive. The effect could be an overwhelming 
burden, of doubtful value, to be carried by the medical services at a staggering 
cost to the taxpayer. I firmly believe that careful subsidy of a medical-care 
program is not only sound in principle but is probably the only satisfactory way 
for Canada. It can provide for: 

1. The establishment and maintenance of services in the outlying districts 
which cannot support any service on their own. 
A more equal distribution of diagnostic, consultant and treatment services by 
specialists. 
The establishment of hospitals of various kinds, so badly needed at present. 


. A visiting-nurse service. 


. The payment of that portion of the cost of all these services, including those 
of the general practitioner, which is beyond the reasonable paying capacity 
of the individual. 

The working out of the detail of such a program is not a difficult matter 
provided it have the full support of those concerned. Responsible governments 
would welcome such accurate information. It should become a task for organ- 
ized medicine. Departments of Social Medicine in universities are equipped to 
do it through fact-finding and demonstration. 

The Canadian Public Health Association is the organization of those 
specially concerned with the prevention of disease and the maintenance of health. 
It has done remarkably well but it must go forward. To do so, it should develop 
its own field to the fullest extent. I have tried to show that this is possible 
only through the co-ordination of effort of all those working towards the same 
goal. 

Governments have statutory obligations to fulfil in existing legislation. 
Implementation depends upon money. As representatives of the people, it is the 
clear duty of governments to provide from the revenues sufficient amounts to 
carry out their commitments. Health is of paramount importance to the people 
of a state. It must receive financial support in relation to its importance. The 
acceptance of this principle by all governments in Canada can then make possible 
the developments in each of the fields concerned: public health, medical practice, 
and social welfare. The developments required in medical practice and social 
welfare are subjects in themselves and cannot be dealt with at this time. They 
are, however, associated with and dependent upon the public health service. It 
is our task in public health to give leadership and direction by a program in 
hygiene and preventive medicine—one that can be effectively co-ordinated for 
the creation of a more positive state of health. 
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Effective leadership has come from this Association in the past by the 
untiring and devoted efforts of a few. Their work has finally been recognized 
by the expansion, across Canada, of the health unit system with full-time per- 


sonnel. This machinery is now being set up more rapidly. The program needs 
to be augmented. The whole field of preventive medicine is a vast one. Health 
education, personal hygiene and preventive medicine for the individual are, 


however, the needs of this time. Their development must now be undertaken 
by the many who are following in the footsteps of the few. It can be successful. 
It will be if supported by every member of this Association. A more positive 
state of health can be created. Planning, demonstration and co-ordination are 
the means. I believe that social medicine is the way. 





AN OUTBREAK OF TYPHOID FEVER TRACED TO 
A WEDDING BREAKFAST 


J. M. DESRANLEAU, B.A, LSc. 


Division of Laboratories 
Ministry of Health and Social Welfare of Quebec, Montreal 


ys November and December, 1945, a typhoid fever outbreak of 41 cases with 

8 deaths (19.5 per cent) occurred in the city of Montreal, 8 neighbouring 
municipalities and one located some 35 miles distant. Only one of the victims 
of the epidemic had previously been vaccinated (in 1930) against typhoid fever. 
‘Lhis outbreak is of peculiar interest because of the mode of transmission of the 
infection and because the strain of Bacterium typhosum isolated from the patients 
is of a new type with somewhat unusual characteristics. 


The first official intimation of the infection was obtained about the middle 
of November, when diagnostic specimens from persons living in various Montreal 
suburbs were found by the Division of Laboratories of the Quebec Ministry of 
Health and Social Welfare to yield positive results with agglutination tests, blood 
culture or faeces examination. An epidemiologicaal investigation was immediate- 
ly begun under the direction of Dr. L. A. Chabot, Medical Health Officer for the 


District of Montreal, in collaboration with the Health Department of the City of 
Montreal. 


From November 15 to the end of the month, more than 20 cases of typhoid 
fever were detected by the Division of Laboratories, with other scattered cases 
indicated during the months of December, 1945, and January, 1946. Of the 41 
victims of the outbreak, 32 were examined by means of the agglutination test 
and all gave strongly positive results, especially with “O” antigen. Thirteen 
blood cultures yielded 7 positives. The faeces of 29 patients were examined and 
B. typhosum was isolated from 22. A single urine specimen was found to con- 
tain this organism. All the B. typhosum strains isolated reacted similarly to 
Vi bacteriophages. 

The epidemiological investigation soon revealed that on October 27, 1945, 
all those affected had attended a wedding breakfast given in a Montreal hall by 
persons from St. Laurent, a city a few miles distant. Nearly 200 people had 
been invited to this wedding but it was impossible to determine how many had 
partaken of the breakfast. As soon as the above circumstances were known, the 
authorities of the municipalities of the province were warned. As a feature of 
the investigation of all new typhoid cases, an inquiry was made to ascertain 


Presented before the Sections of Epidemiology and Vital Statistics at the thirty-fourth 
annual meeting of the Canadian Public Health Association, held in the Royal York Hotel, 
Toronto, May 6-8, 1946, in conjunction with the annual meeting of the Ontario Health Officers 
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whether the infected persons had been present at the wedding breakfast. 
Altogether, 41 cases were discovered. 

According to the reports from the physicians treating these cases, the dates 
oi onset of the disease were as follows: 
















Onset Cases Deaths Onset Cases Deaths 
Nov. 1 1 Nov. 12 4 
8 2 2 2 = 13 1 
a 3 2 1 15 1 
“ 4 1 ” 16 2 1 
= 6 1 = 18 1 
8 4 F 20 1 
- 9 3 . 25 1 
“= 3 9 2 Dec. 1 1 
= aa a ” 12 1 1 
- 15 1 
ow ie 1 















first specimens from the outbreak were received by the laboratory 
November 16, from a 10-year old child who fell ill November 2 and died Decem- 
ber 12. The blood serum of this child gave a strongly positive agglutination 
reaction with B. typhosum “O” and a negative reaction with “H” antigen ; blood 
culture gave a negative result, but B. typhosum was isolated from the faeces. 
Two other children of the same family, one 8 years and one 12 years of age, with 
blood and faeces giving similar results, died December 17 and 18 respectively. 
These facts suggest a massive infection. The onset of the majority of the cases, 
however, was apparently between November 8 and 12. It is probable that the 3 
cases with onset December 12, 15 and 27 were secondary cases. 

The ages of the victims of this outbreak were distributed as follows: 












Age in : Number of Per Cent Number 








Years Cases of Cases of Deaths 
0-15 12 29.2 3 
16-30 17 415 a 
31-45 9 22.0 1 
over 45 3 7.3 1 
41 100.0 8 : 







The epidemiological investigation revealed that Mrs. C. J., a widow living 
in St. Laurent, whose two daughters were being married October 27, 1945, 
had prepared, with the aid of six other persons, all the food required for the 
reception. All the meats had been cooked by her, and the sandwiches had been 
prepared on the eve of the wedding and transported to the reception hall in 
Montreal. The foods were left, until the next day, at the temperature of this 
hall, which was overheated. The butter used in preparing the food had been 
pasteurized and was supplied by a grocer. The only other eatables supplied 
as such from other sources were pasteurized ice-cream furnished by a Montreal 
firm and a wedding cake made by a pastry shop, also located in Montreal. 

In the autumn of 1930, Mrs. C. J. had been ill with typhoid fever, infected 
probably by her husband; eight of her nine children had had typhoid fever 
about the same time. An examination of the faeces of Mrs. C. J. on December 
12 resulted in the isolation of B. typhosum of the same type as the culture isolated 
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from victims of the outbreak. Her blood serum gave a positive reaction (dilu- 
tion 1:80) with Vi antigen of B. typhosum. The faeces of the six other persons 
who aided in preparing the food gave negative results. Mrs. C. J. states that 
she was not ill after the wedding breakfast; but another person, a boarder in 
her home, had been ill for 13 days, beginning October 17, with a temperature 
of 103° and constipation. Laboratory examinations of specimens from this 
person, made December 12, however, yielded only negative results. 

According to the information obtained, the sandwiches were the only food 
that had been consumed by all the patients; on the other hand, practically all 
the guests had partaken of the sandwiches but relatively few had been infected ; 
this disproportion might have resulted if only the sandwiches prepared by Mrs. 
C. J. had been contaminated, and those prepared by the six other persons who 
assisted her had not. 

Certain interesting facts are to be noted in connection with the determination, 
by means of Vi bacteriophages, of the type of the strain of this outbreak. Typ- 
ing is done as a routine procedure, in the Division of Laboratories of the Quebec 
Ministry of Health and Social Welfare, on all strains isolated and the results 
are known a few days after isolation. When the outbreak occurred, all strains 
were tested individually with phages of Types I, III, and IV of Craigie, and 
also with various preparations of Type II phage covering the following types: A, 
3., B,, B,, B,, C, D,, D,, D,, D,, E,, E,, E,, E,. F;, F,, G, H, J, L,, L,, and Mf. 
All these phage preparations had been made from a strain of Type II phage 
isolated from a culture of Type E, whereas Craigie’s original Type II phage 
had been obtained from a Type A culture. The preparations of phage II of the 
common types, i.e., A, B,, C, E and F, were applied individually to the cultures ; 
and the other preparations, covering the types rarely isolated in the Province of 
Quebec, were applied as different mixtures. 

The strains of B. typhosum isolated in the course of the outbreak were 
lysed perfectly by phage I, imperfectly by phage IV, with great difficulty by 
phage III, and not at all by the preparations of phage II. These strains were 
designated as “resistant to phage II.” In fact, several attempts to propagate 
phage II on these cultures were unsuccessful. The typing appeared to give little 
information except, perhaps, an indication that these cultures, whether secured 
from patients or from the carrier, Mrs. C. J., resembled one another. Neverthe- 
less, at the same time, a culture from a person living in the city of Sorel, some 
50 miles from Montreal, was giving exactly the same reactions with phages 
I, III and IV, and was likewise resistant to phage II. Information obtained by 
the County Health Unit of the Sorel area indicated that this person ‘had not at- 
tended the wedding in St. Laurent and had had no contact with any of the people 
involved in that outbreak. Another person living in Lanoraie, 35 miles from Mon- 
treal, was found to be infected with a strain giving similar phage reactions, and 
investigation revealed that this person had been present at the wedding break- 
fast. 

Such was the situation when, upon employing an agar medium containing 
5 per cent of glycerol instead of the ordinary nutrient agar, we succeeded in 
propagating Craigie’s original phage II on one of these cultures. The phage 
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thus obtained revealed that this strain is of a new type not included among those 
previously reported. It apparently belongs to Group D of Craigie, and we have 
tentatively designated it as Type “D,” until this strain and another, isolated 
by Dr. A. Felix in England, to which he has given the same designation, can be 
compared. 

The new “D,” phage lyses perfectly all the strains of B. typhosum isolated 
during the course of the outbreak described, to the number of 34, and also those 
from the cases of Lanoraie and Sorel. Although this last patient may not be 
included among the victims of the outbreak, the strain isolated from him is 
apparently identical with the others. We later found two more instances of the 
same strain type in the Province, one in Coaticook and one in St. Ludger de la 
Riviére du Loup (120 and 250 miles from Montreal, respectively) upon examina- 
tion of cultures the type of which we were unable to determine in 1945. These 
two infections occurred long before the November outbreak. 

One other fact, deriving from the investigation of this outbreak, demon- 
strates the utility of typing by means of bacteriophage. When Mrs. C. J. was 
found to be the probable source of the infection causing the outbreak, the sugges- 
tion was advanced that she may also have infected three nephews and nieces who 
died with typhoid fever, one in 1933 and the other two in 1942. We have no 
information regarding the type of the strain of B. typhosum involved in the first 
ot these cases, but we found the cultures from the other two to be of Type F. 
Mrs. C. J., therefore, apparently cannot be considered the source of infection of 
these latter cases. 

This epidemic once again emphasizes the need, generally recognized, of 
having a record of all typhoid carriers. Had Mrs. C. J. been known to be a 
carrier, it is probable that precautions would have been observed to prevent 
infection of her guests. The determination of the type of B. typhosum respons- 
ible in every case of typhoid fever and that harboured by every carrier constitutes 
a new method of control that promises to be very effective, particularly since 
practically 100 per cent of strains isolated may now be typed successfully. 


SUMMARY 


Investigation of a typhoid fever outbreak of 41 cases, with 8 deaths, revealed 
that the probable source of infection was a carrier who prepared the wedding 
breakfast at which the victims of the outbreak were guests. 

Typing of strains of B. typhosum, isolated during the course of the outbreak, 
by means of Vi bacteriophage were, at first, unsuccessful, although all the strains 
appeared to be identical. 


By employing an agar medium containing 5 per cent of glycerol instead of 


the ordinary nutrient agar, it was found possible to propagate Craigie’s original 
phage II on one of the isolated strains, and a new phage type resulted which is 
tentatively designated as type “D,.”” This phage lysed perfectly all the cultures 
of B. typhosum secured from victims of the outbreak and also those from 3 
typhoid fever cases from other parts of the Province. The strain of B. typhosum 
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responsible for the outbreak may therefore be considered to be of the new 
Type “D,.” 

Since practically 100 per cent of strains of B. typhosum isolated may now be 
typed by means of bacteriophage, this method promises to be a most effective 
aid in the control of typhoid infection. 
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PUBLIC HEALTH NURSING IN THE CONTROL OF 
SYPHILIS AND GONORRHOEA 


3. Specific Types of Investigation 


PEARL STIVER, P.H.N. 
Nursing Supervisor 
Division of Venereal Disease Control 
Department of Health of Ontario 
Toronto 


INVESTIGATING THE NEWLY DIAGNOSED PATIENT 


HE INTERVIEW with the newly diagnosed patient usually takes place in 
the clinic on the day of diagnosis immediately after he has learned that he 
has syphilis or gonorrhoea. Of this first interview Dr. C. C. Pierce* has written: 
“It is the foundation of all our hopes for success. It involves an interpre- 
tation to the patient which enables him to accept syphilis as his present illness. 
It is the basis of his observance of infectious precautions, an attempt to fore- 
stall his lapse from treatment. It may uncover personal problems which limit 
his ability to undertake treatment.” 

The following points are important: 

1. A quiet, private office is essential where the nurse may interview the 
patient without interruption and where the patient may relate personal experi- 
ences without fear of being overheard by other patients. 

2. Put your patient at ease; help overcome the psychical shock of the 
diagnosis. When the patient is seated and has gained composure somewhat, the 
subject may be approached quietly and objectively by asking the patient if he has 
seen the doctor to-day and what the doctor said. For example: 

“Mr. , you have seen the doctor to-day?” 

Patient: “Yes.” 

Nurse: “What did the doctor tell you?” 

Patient: “The doctor said I have syphilis.” 

With this ice broken, the nurse may proceed with the interview. 

3. Relieve the immediate need, i.e., deal with the problem which is upper- 
most in the patient’s mind. This may be learned by asking him what seems 
worst to him in the whole situation. 

4. Learn from the patient what he knows about his disease. Let him tell 
what he knows about syphilis, what it means to him. Fill in the gaps and correct 
errors. Many of these patients have very peculiar ideas about syphilis and 
gonorrhoea. 

5. Before the names of contacts are asked for, the patient should be 
convinced of his good fortune in discovering his own illness while it can 
still be controlled by treatment. The type of treatment, and the need for regular 
This is the third of a series of five articles. 

? Pierce, C. C., Ven. Dis. Inform., 1941, 22: 43. 


249 


250 CANADIAN JOURNAL OF PUBLIC HEALTH Vol. 37 


treatment are then explained, stressing that disappearance of symptoms does not 
mean that his is cured or that treatment may be discontinued. 
6. Assist the patient in making his own plan of treatment, considering hours 


of work, etc. 

7. Build up a basis for co-operation before asking for the names of contacts. 
Get the patient to understand that there are good public health reasons for dis- 
closing his personal experiences. 

8. Describe how contacts are identified, located and persuaded to submit 
to examination. 

9. Assure the patient of confidential handling of information. 

10. The patient is asked to give names of sexual contacts, not sources. Make 
him feel that he is an enlightened person who can do his contacts a favour 
by giving their names to the health department. The term “source” should not 
be used because : 

(a) Accurate information is not possible. 

(b) If “source” is asked for, the patient will likely give one name and tlfat 
of the one whom he likes least. 

(c) The word “source” carries with it an element of blame. Rather, heip 
the patient to see that this is doing his contacts a favour by giving them 
the benefit of an examination. 

11. If the patient says that he will tell his own contacts, enquire about plans 
in this respect. He will probably say that he will ask them to have blood tests. 
The nurse should point out that few people will have an examination without a 
good reason and if the nurse has then to take over, the contact will know where 
the information came from. 

12. Before the patient leaves the nurse’s office, he should be convinced of her 
interest in his case, and her willingness to help him at any time. 

Investigating The Delinquent or Defaulting Patient 

This interview is usually in the home. In the past this patient was dealt 
with in much the same manner as was the contact—by form letter, Form 4— 
Venereal Diseases Prevention Act, Regulations, Page 10. The patient was 
thereby ordered by the Medical Officer of Health to return to his private physi- 
cian or clinic and to continue under treatment until cured. The trend now is 
towards a more personal, persuasive approach with this type of patient also. 

Important points in this interview are: 

1. As with all syphilis and gonorrhoea visits, the patient must be inter- 

viewed alone. 
. Let the patient feel that you came because you were interested in his 
health. 

3. Search for reasons for lapse of treatment. 

. Explain the importance of regular treatment. 
. Help with problems which interfere with regular attendance. 

That these patients become discouraged is readily understood. To be 
asked to come weekly for treatment for one and a half years is no small order. 
Well-equipped, efficiently managed clinics, and kindly handling of patients will 
do much to assure regular attendance. 
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A WORLD HEALTH ORGANIZATION 


— work of the Health Organization of the League of Nations will remain 

as one of the achievements of the League. As provided in the Treaty of 
Versailles, the member nations were called upon to form an international health 
organization. At that time, several organizations were engaged in international 
health work, primarily of a sanitary character. Of major importance was the 
Office International d’Hygiéne Publique, established by the Rome Convention of 
1907 and concerned with maritime and aerial quarantine and certain other sani- 
tary functions. In establishing the Health Organization the Office was closely 
linked by having its members serve as the Health Council, and in addition there 
was a Health Committee composed of recognized experts from the member 
countries. The members of the Committee were not necessarily appointed by the 
governments of their respective countries but served at the request of the Health 
Organization. As a result of this excellent planning, the Health Organization, 
with a permanent secretariat, made a lasting contribution to the advancement 
of world health. In the period immediately following World War I the urgent 
need was the establishing of an organization to meet the epidemics that threatened 
Europe. An Epidemics Commission functioned on the Polish frontiers and 
epidemiological intelligence centres were opened at Geneva and Singapore. 
This was followed by action for the prevention of diseases, including diphtheria, 
scarlet fever, malaria, typhoid and syphilis, and the ascertaining of the value 
of various vaccines and serums. The work of the Committee on Biological 
Standardization was highly successful and ensured that the products were of 
uniform value. Later, the Health Organization entered the fields of nutrition, 
housing and physical culture, emphasizing the importance of the positive factors 
in health. Closely associated was the health work of the International Labour 
Office, and studies on medico-social problems were being planned in the years 
immediately preceding World War II. 
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During the war years the Health Organization continued as best it could, 
but by June 1940 the work was limited to a small group in Geneva. In 1943 the 
officer in charge of the Health Organization proceeded to Washington for con- 
sultations with the Office of Foreign Relief and Rehabilitation, and the experi- 
ence gained by the Health Organization in nutrition, malaria, sanitary engineer- 
ing and other fields was placed at the disposal of the Washington authorities. 

The first session of the Council of the United Nations Relief and Rehabili- 
tation Administration was held in Atlantic City in October 1943. In March 1944 
the Health Division of U.N.R.R.A. was organized, and it in turn has rendered 
valuable service. A few months ago a group of experts appointed by the Eco- 
nomic and Social Council of the United Nations met in Paris to draft proposals 
for an international health organization. At the present time, fifty-one nations 
are conferring in New York City on the work that the Health Organization 
of the United Nations may accomplish. In addition, sixteen nations not 
members of the United Nations were invited to have observers present at 
the sessions. Ten international organizations concerned with health problems are 
also represented. Canada took an important part in the preliminary meeting in 
Paris, and both the Minister of National Health and the Deputy Minister are 
making valuable contributions to the sessions of the New York conference. As 
members of their advisory staff they have consultants from the Canadian Medi- 
cal Association and the Canadian Public Health Association. 

In opening the conference, President Truman urged the rebuilding of the 
health safeguards that have been disorganized and destroyed by the war, reite- 
rating that the solution of health problems was essential to the welfare and 
happiness of mankind. In this issue, Dr. James A. Doull, in discussing the 
world health organization of the future, points out that one of the first objectives 
must be the co-operation both of official and voluntary health agencies in every 
country towards the reduction of preventable diseases. Public health may well 
be the spearhead of peace among the nations, for, as Raymond B. Fosdick has 
said 2 

“Only as we begin to build, brick by brick, in these areas of common interest where co- 
operation is possible and the results are of benefit to all, can we erect the ultimate structure of 
a united society. I think of public health as one of these rallying points of unity. . . . There 
is not a limited supply of health for which nations must compete. Rather, every nation by 
promoting its own health adds to the better health of other nations, just as by assisting in the 
public health efforts of other nations we protect ourselves. Here in brief is a field of common 
interest to the race of man everywhere on the planet. Interpreted in broad, positive terms to 
embrace physical, mental, and moral fitness, it can be a nucleus of international activity which 
will encourage emulation in other and more difficult fields. What the League of Nations did in 


Geneva through its International Health Organization can be the starting point and basis of 
a far broader and better supported work.” 


ACCIDENT PREVENTION? 


gd 1936 the Committee on Accident Prevention of the Canadian Public Health 
Association published a report urging health authorities to use every means 
at their disposal to control the rising incidence of traffic accidents. It was also 


2Am. J. Pub. Health, 1944, 34: 1133. 
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pointed out in other publications in the Journal that home accidents made up 
a large proportion of the total mortality and morbidity from accidents and where- 
as most public health agencies had available the means and the knowledge, there 
had been few competent epidemiological investigations carried out by these 
authorities to scientifically arrive at a working basis for control. 

The necessity for drastic action in accident prevention, both in and out of 
the home, is brought to our attention regularly by the annual campaigns of 
national and local safety organizations. Despite these efforts, accidents continue 
to be a major reason for death and lost time in the young adult age-groups. The 
number of casualties due to accidents suffered by civilians on the home front 
during World War II were far in excess of those inflicted by the enemy who 
were using an organized plan of destruction. 

There appears to be a decided tendency on the part of citizens to ignore the 
safety propaganda that is constantly being put before them and it would seem 
questionable whether, in the face of this “it can’t happen to me” attitude, much 
is accomplished in actual prevention by the pre-war type of safety campaign. 

If the average citizen does not respond to well-planned safety propaganda, 
what other means are there to combat this important public health problem? 

Rules and regulations can be more strictly enforced in regard to the traffic 
accident problem, and further investigation into the causes of traffic accidents by 
commitees composed of traffic and public health authorities should reveal where 
new by-laws or the strengthening of existing ones would improve the situation. 
A more intensive campaign has been directed at the traffic problem than has been 
directed along similar lines to the solving of the various causes of home accidents. 

The National Safety Council in co-operation with the Sub-committee on 
Accident Prevention of the American Public Health Association studied the home 
accident question and presented a report which was published in the American 
Journal of Public Health, March, 1945. This report presented “a brief review 
of the kind of activities which should be undertaken by official health agencies 
to bring about an effective working plan aimed toward the prevention of home 
accidents.” The activities of each branch of a health department that is con- 
cerned in such a program are discussed and in addition the committee through 
the National Safety Council have printed a questionnaire form entitled “‘Get the 
Facts About Home Accidents.” The use of the information contained in the 
above report and questionnaire form should prove a valuable addition to the 
weapons now being employed by health departments who have accepted the 
responsibility for accident prevention—an essential public health service. 

The activities of our American neighbours along this line are to be com- 
mended and the outcome of their campaign will be watched with interest. “It is 
hoped that official health agencies in Canada have carried forward similar accident 
prevention services so that Canadian health authorities may be armed in the 
future with scientifically collected information to institute effective control 
measures designed to prevent, where possible, the home accident which claims the 
lives and time of so many of the wage-earning group. 


RESOLUTIONS ADOPTED: AT THE THIRTY-FOURTH 
ANNUAL MEETING OF THE CANADIAN PUBLIC 
HEALTH ASSOCIATION, HELD IN THE ROYAL 
YORK HOTEL, TORONTO, MAY 6-8, 1946 


1. WHEREAS the Royal College of Physicians and Surgecns of Canada is 
approving for certification as specialists the following fields: anaesthesia, 
dermatology and syphilology, ophthalmology, otolaryngology, paedia- 
trics, radiology, urology, obstetrics and/or gynaecology, internal medi- 
cine, general surgery, orthopaedic surgery and neurology and/or 
psychiatry ; and has established standards leading to such certification ; 
and 

WHEREAS the practise and administration of public health have become 
a specialty within the practice of medicine for which more and more 
physicians are specially trained and in which they can pursue life-time 
careers ; and 

WHEREAS the Canadian Public Health Association requested the Royal 
College of Physicians and Surgeons of Canada to include public health 
as one of the special fields for certification ; and 

WHEREAS it has been noted with regret that the Association has 
not been informed by the Royal College of Physicians and Surgeons of 
Canada in regard to this request, 

BE IT RESOLVED that the Canadian Public Health Association again 
bring to the attention of the Royal College of Physicians and Surgeons 
of Canada the fact that the Association has requested the College to 
include public health as one of the special fields and to establish stan- 
dards leading to the certification of public health as one of the special 
fields of medical practice. 


WHEREAS it is an accepted fact that the widespread use of immunization 
procedures can reduce the morbidity and mortality of certain infectious 
diseases to a minimum; and 

WHEREAS it has been shown that the immunity obtained by such proce- 
dures requires reinforcement at regular intervals in order to obtain 
a satisfactory level of immunization, 

BE IT RESOLVED that this Association urges the adoption of a more 
vigorous policy by health departments in regard to re-immunization. 

BE IT RESOLVED FURTHER that this Association undertake to dis- 


seminate the essential information relating to these procedures. 


3. WHEREAS there are now available qualified sanitary inspectors to meet 
all needs, many of whom have had extensive experience in sanitation 
with the armed forces, and 
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WHEREAS it has been previously urged that all positions of sanitary 
inspector in health departments be staffed by personnel holding the 
Certificate in Sanitary Inspection (Canada), or equivalent qualification, 

BE IT RESOLVED that this Association reaffirm the policy that only 
qualified sanitary inspectors be appointed by health departments. 

BE IT RESOLVED FURTHER that this resolution be forwarded to all 
official health agencies in Canada. 


4. WHEREAS the Committee on Professional Education of the American 
Public Health Association has recommended standards of educational 
qualification for workers employed in the various fields of public health, 
and 

WHEREAS the employment of such standards by official health agencies 
should improve the services being rendered, 

BE IT RESOLVED that the Canadian Public Health Association com- 
mend the Committee on Professional Education of the American Public 
Health Association for their excellent work, and express appreciation 
of their co-operation in permitting the Canadian Public Health Associa- 
tion to adapt their reports to Canadian use. 


5. WHEREAS the Dominion Government has recently adopted regulations 
pertaining to the storage and ageing of cheddar cheese prior to its 
release for consumption by the public, 

BE IT RESOLVED that the Canadian Public Health Association express 
its appreciation to the Minister of National Health and Welfare of the 


adoption of this important regulation in the safeguarding of public 
health. 


6. WHEREAS the health services of the Department of Mines and Resources, 
consisting of the Medical Division, Indian Affairs Branch, and the 
Eskimo Health Service of the North West Territories Branch, has been 
transferred to the Department of National Health and Welfare, and 

WHEREAS the program of the Indian Health Services is being extended, 

BE IT RESOLVED that tthe Canadian Public Health Association express 
to the Dominion Government its appreciation of this important strength- 
ening of the health services for Indians and Eskimos. 


7. WHEREAS the Canadian Public Health Association has previously recom- 
mended the more widespread adoption of improved case-finding tech- 
nique for the detection of tuberculosis amongst the public, and 

WHEREAS the mass survey technique using rapid miniature X-ray film 
in conjunction with the standard diagnostic procedures in tuberculosis 
clinics has been shown to be an efficient and economical method of 
tuberculosis case-finding, 

BE IT RESOLVED that the Canadian Public Health Association recom- 
mend to all official health agencies carrying. out tuberculosis control 
work the adoption of mass survey technique. 
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WHEREAS the incidence and spread of venereal disease can be checked by 
adequate case finding, and 

WHEREAS syphilis is frequently transmitted unintentionally by marital 
partners unaware of the existence of the disease, 

BE IT RESOLVED that the Canadian Public Health Association recom- 
mend to all official health agencies engaged in the control of communic- 
able diseases the adoption of legislation establishing the practice of pre- 
marital serological examinations for syphilis. 


WHEREAS the International Health Division of The Rockefeller Founda- 
tion has appointed a representative in Canada, thus expressing its con- 
tinued interest in the advancement of public health in Canada, 

BE IT RESOLVED that the Association express appreciation of the 
valuable contribution being made by The Rockefeller Foundation to 
Canadian public health through Dr. W. A. McIntosh, their Canadian 


Representative, and through the special study being undertaken by Dr. 
F. Milan. 


BE IT RESOLVED that the Association express its appreciation of 
the invaluable contribution which Dr. J. T. Phair has rendered during 
the past twenty-five years as a member and executive of the Association. 


Committee on Resolutions: Dr. G. M. Little, Chairman; 
Dr. G. F. Amyot, Dr. R. D. Defries and Dr. W. H. Hill. 


RESOLUTIONS FroM THE PusBLic HEALTH NuRSING SECTION 


WHEREAS a close working relationship between community health agen- 
cies and institutions for the care of the sick is essential to the continuity 
of family services, and 


WHEREAS each has much to contribute to the other in the interest 
of the people whom they serve, 

BE IT RESOLVED that the Public Health Nursing Section now in 
session recommend to the Executive Council of the Canadian Public 
Health Association that in each Province a committee composed of 
health officers and public health nurses in conjunction with the hospital 
administrative, medical, nursing and other personnel, be set up to study 
the question, including ways and means of instituting a desired liaison 
program between these groups. 


BE IT RESOLVED that the nurses attending the meetings of the Public 
Health Nursing Section of the Canadian Public Health Association 
extend a vote of thanks to the speakers who contributed to the success 
of the program through the thoughtful interpretation of the subjects 
discussed in their papers, and their appreciation to their retiring officers 
for their work on behalf of the Section during their term of office ; and, 
further, a special vote of thanks to Miss Edna L. Moore and Miss 
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Gretta Ross for carrying the executive responsibilities during this ses- 
sion. 
Committee on Resolutions: Christine Livingston, Con- 
venor; Dorothy Mickleborough, Elizabeth Russell and 
Elizabeth Smith. 
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